To analyse a matrix model of management to optimize the 
INTRODUCTION

BACKGROUND
This LHD was formed in 2005 from the merger of three smaller health services. This health service is responsible for services across more than 120 sites, from small rural community health centres to major tertiary referral hospitals. With over 16,000 staff and an expenditure budget of 2 billion AUD per annum, it provides services to a population of more than 900,000 people across an area of 130,000 square kilometres.
Due to the size and range of services within the health service, the Executive, identified the development of Clinical Networks as a key strategy to engage clinicians in decision making and planning for the health service. This is conceptualised as a matrix organisational structure. In this structure, reporting relationships comprise a grid, rather than clustering employees exclusively in terms of function (i.e., by department). The matrix structure allows employees to form additional groups around areas of expertise or goals (Diagram 1). Advantages of this structure include increased information flow across boundaries, deeper development of expertise and knowledge, and greater flexibility and responsiveness. To ensure these benefits are attained challenges must be actively managed. Typical challenges are misaligned goals, conflicting loyalties, confusion about roles and responsibilities, and delayed decisions due to shared decision making with lack of clarity on accountability or delegated authority. If these are successfully addressed the organisation greatly benefits from a richer resource base of expertise and experience. [2] Previous Evaluation of the programs (2009-2010) have articulated nine core success factors required to develop successful Networks [1] , which have been monitored and optimised on a regular basis. While the internal functioning of the networks has been enhanced with alignment to the nine success factors, challenges for effective functioning, within the matrix, are evidenced by ongoing leadership and resourcing tensions, lack of clarity in regard to accountability/delegated authority and communication across the organization. If these factors are not addressed partnerships within the matrix may be driven by the "suppression of mutual loathing in the pursuit of …… funding". [3] A review of the literature [3] [4] [5] [6] [7] [8] [9] identified that Clinical Networks rely on effective collaboration through partnerships to produce sustainable outcomes.
Collaboration should not only be seen as an ideal but as a basic design element to improve public services. The Rubric® draws on well-established theories of change [18; 19] , key concepts in the broad collaboration literature [20, 21, 22] and the extensive practice experience of the developers in human service settings.
The Rubric® is based on two central features: four
Collaboration "types" (Diagram 2) which increase in complexity; and three essential drivers for sustaining and building these four types of collaboration (Diagram 3)
The three essential drivers are:
1. Capacity -time, skills and resources -(the Capacity) to work together.
2. Authority -a shared commitment across leaders and key stakeholders (an Authorising Environment) that allows partnerships to develop. 
FINDINGS AND ANALYSIS
The survey was sent to 955 people of whom 550 responded.
Three hundred and twenty comments from the survey were analysed using the Rubric® as a coding framework. Each comment was aligned to one of the drivers of collaboration (Shared Value, Authority, Capacity), then further coded, each into one of the 15 enablers which most closely matched its meaning. 
FUNCTIONING OF THE CLINICAL NETWORKS AND STREAMS AS COLLABORATIVE PARTNERSHIPS
DIAGRAM 4 BENCHMARK COMPARISONS THE RELATIONSHIPS BETWEEN CLINICAL NETWORKS/STREAMS AND OPERATIONAL MANAGERS
The result of the survey was analysed utilising three groups 
DIAGRAM 5 OVERALL RATINGS OF PARTNERSHIPS BETWEEN OPERATIONAL MANAGERS AND CLINICAL NETWORKS/STREAMS BY 3 GROUPS OF RESPONDENTS IN 3 RUBRIC DRIVERS
The Five areas were identified to resolve conflict, build clarity and improve patient experience and outcomes:
• Relationships will be improved by explicitly providing a policy framework for Clinical leaders and Operational Managers to work together for improved patient experience and outcomes.
• Inclusion in leadership positions a key accountability to manage for collaboration to drive recruitment with relevant skills.
• Joint innovation projects characterised and managed for collaborative practice between the Clinical Networks/Streams and Operational Managers.
• 
FUTURE PUBLICATIONS:
Information derived from the evaluation allows for further exploration of a number of themes including how the Collaboration Rubric® can be used to:
• describe the "Types of Collaboration" required to meet the desired organisational outcome, so that effort is matched to outcome,
• optimising the role of the Network Manager to "manage for collaboration"
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